Despite recent national advances in the care for the hip fracture patient, significant morbidity and mortality persists. Some of this morbidity is attributable to the analgesia provided in the hospital setting. The National Institute of Health and Care Excellence and the Association of Anaesthetists of Great Britain and Ireland recommend the use of simple oral analgesia including opioids, with fascia-iliac blocks (FIB) used as an adjunct. Literature review reveals a paucity of evidence on this.
Problem
An ageing population, increased activity level and bone fragility are contributing to the increasing incidence of proximal femoral fractures (PFF). [1] In the UK the current incidence of hip fractures is estimated at 75,000. [2] This equates to a cost to the National Health Service (NHS) of approximately £2 billion. [2] The incidence of hip fracture is predicted to increase to 101,000 by 2020. [1] Falls in the elderly osteoporotic population resulting in hip fracture is the commonest reason for admission to the orthopaedic ward. [2] Multi-disciplinary care for the hip fracture patient has reduced one month mortality to 8.2% in recent years but significant morbidity still exists. [3] Analgesia is a key component in the pre-hospital, preoperative and post-operative time periods for the hip fracture patient. Opioids are often required to provide adequate analgesia but can cause nausea, constipation, and confusion (delirium) in the older patient.
Background
The fascia-iliac block is a relatively new component of the hip fracture analgesia armament. The National Institute of Health and Care Excellence (NICE) recommends the use of simple oral analgesia including opioids, with fascia-iliac blocks used as an adjunct. [2] Small scale studies have suggested superior analgesic effect with pre-operative fascia-iliac blocks. Fascia-iliac blocks provided superior analgesia to intramuscular morphine in a randomised controlled trial of 48 hip fracture patients. [4] The analgesic effects were significant both at rest and 15 degree flexion of the hip. In a different study, 24/30 patients who received a FIB were able to assume a semi-recumbent position pre-operatively due to improved hip flexion which provided comfort whilst waiting for surgical intervention. [5] FIB allows for ease of lateral patient positioning in the anaesthetic room prior to induction of spinal anaesthesia when compared to intravenous alfentanil. [6] Spinal induction was achieved more quickly and patients found this method more acceptable. FIB significantly reduced the incidence of delirium in intermediate risk patients. [7] The fascia-iliac block is a safe and simple technique that can be administered by junior doctors, [8] A&E personnel, [9] and specialist pain nurses [10] with training. Knowledge of the local anatomy and use of the landmark technique should almost eliminate the potential for intraneural or intravascular local anaesthetic administration. [11] Single shot fascia-iliac blocks administered in the emergency department by an emergency physician provided significant decrease in pain from 15 minutes -8 hours post block when compared to standard parenteral medications. Post block analgesic requirements for patients in the FIB group were minimal. [11] Baseline measurement Pre-operative analgesia included that given in the pre-hospital period by the ambulance service. In the pre-operative period patients received 23.1mg versus 19.1mg oral morphine equivalent in the SA and FI groups respectively. This was not statistically significant (p=0.37). In the 72 hour post-operative period, the SA and FI groups received 48.5mg and 31.5mg of oral morphine equivalent respectively (p=0.04). The total analgesic requirements for the FI group was significantly lower than the SA group (p=0.03).
Whilst time to bowel opening and change in AMTS was statistically unchanged, there was a 50% reduction in delirium in the FI group (p=0.03). In the FI group there were 9 patients (22%) with postoperative delirium compared to 18 patients (44%) in the spinal anaesthetic group.
Total length of stay in the John Radcliffe Hospital was not significantly different between the two groups. However, for those patients that were being discharged directly home from the ward, the FI group were discharged home sooner (p=0.03). 67% of all hip fracture patients during this study period received a fascia-iliac block in the pre-operative period. 71% of these were administered in the Accident and Emergency and 29% at induction of anaesthesia. The type of anaesthesia was also noted. 74% of hip fracture patients received a spinal anaesthetic.
Design
The early study results suggested significant reduction in opioid use and its' associated morbidity in the patient group receiving a fascia- 
Lessons and limitations
This project highlighted the importance of multi-disciplinary working.
Analgesia for the hip fracture patient involves a wide number of different healthcare professionals. It is only by collaborative work between all these groups that improvement in patient care can really be achieved. The very strongly positive results gained from PDSA 2 provided the evidence needed to eventually support widespread introduction of the fascia-iliac block to the hip fracture admission pathway.
Multi-disciplinary working is not always straightforward. There can be many different ideas as to how a clinical situation should be improved. It is always important to have a project lead that can liaise between the different specialist groups to develop a unified pattern of thought to solve an identified problem.
Conclusion
All hospitals admitting patients with proximal femur fractures should have a dedicated care pathway. Each pathway should ultimately incorporate regional anaesthesia like the fascia-iliac block. This project suggests that single dose fascia-iliac blocks given in the preoperative period significantly reduce the post-operative and total analgesic requirements in the hip fracture patient. These patients experience lower rates of delirium and those being discharged directly home do so more quickly. This not only reduces the cost of inpatient stay but also lessens the burden of hip fracture care on elderly comorbid patients.
